United States Army Student Detachment
Student Out-Processing (OCONUS ACCOMPANIED)

- Last Name, First Name - Rank | PCS Location;

: Report date:

e Requested Leave date:

[ ] TDY Enroute Location: EFMP Warranted: Yes or No (circle one)
; Start Date:

ADMINISTRATION CHECKL!ST

DOCUMENTS NEEDED IF PCSmg ACCOMPANIED
( DA 31) Request and Authority for Leave (Leave Form)
(DA 5121, Mar 2007) Overseas Tour Election Statement
(DA 4036, Mar 2007) Medical and Dental Preparation for Overseas Movement
{ DA 4787-R, Mar 2007) Reassignment Processing
( DA 5888, Sep 2002) Family Member Deployment Screening Sheet
(DA 7246, Jun 2009) Exceptional Family Member Program (EFMP) Screening Questlonnalre
(DA 5888-1, Nov 2006) Screening of Family Members in Remote OCONUS Areas
(DD 2792, Nov 2006) Exceptional Family Member Medical Summary (If applicable)
(DD 2792-1, Nov 2006) EFMP Special Education/Early Intervention Summary (If applicable)
(DA 7415) Exceptional Family Member Program (EFMP) Query Sheet

DDDDDE}DGEE

: IMPORTANT: If you were issued a CAC Card Reader it must be returned prior to out-processing
' USASD (Within 30 days of completing your course of study/training.)

OPTIONAL FORMS

THESE ITEMS MUST BE SUBMITTED NO LESS THAN 10 DAYS PRIOR TO YOUR SIGN QUT
DATE. IF FORMS ARE RECEIVED AFTER THE 10 DAYS PRIOR FORMS WILL BE RETURNED
WITHOUT ACTION, IAW DFAS STANDARDS.

' [] PCS Advance Request Form
[ ] DD Form 2560-Advance Pay Request
[T TDY Option Statement




This farm s suliactia the Privacy Asi oF 1974, Foruse o
The proponent agency s BCS, &-1.

Z NAME  [Lasl, Firel, Mddle mtal J"- RANK 5. DATE
B. LEAVE ADDRESS (Street, City, Jats, ZIF Code and 7. TYPE OF LEAVE 8. DRGHN, STATION, AND PRORE NG,
Phene No.) ORDINARY D EMERGENGCY
PERMISSIVE TDY g OTHER
PCS
) , NUMBER DAYS LEAVE - 0, : DATES
2. ACCRUED b, REQUESTED ¢. ADVANCED d. EXCESS a. FROM b TC
-1 SIENATURE GF REQUESTOR |12 SUPERVISOR RECCMMENDATION STONATORE ™ 13, SIGNATURE AND TILE OF
APPROVAL D DISAPPROVAL APPROVING AUTHORITY
14, DEPARTURE
a. DATE . TME c. NAMETITLE/SIGNATURE OF DEPARTURE AUTHORITY
T - . o EXTENSION g
3. NUMBER DAYS B. DATE AFPROVED ¢. NAMETTLE/SIGNATURE OF APPROVAL AYTHORITY
18, RETURN '
a. DATE b TIME ¢, NAMEITTTLE/SIGNATURE OF RETURM AUTHORITY
7. REMARRS -

Chargeabie lsave is from o E et s s

PART Il - EMERGENCY LEAVE TRANSPORTATION AND TRAVEL

18. You are authorized to proceed on official travel in conneclionwith emergency leave and ugon complation of your leave and travel wil . .
retum to herme station {or focafion) designated &y military ordars. You ars ditected ta report to the Aerial Port of Embarkation (APCE) for
onwarg movement 10 the authorized intemational airport desigrated in your travel documents, AR addifianal tavel is chargeable to leave.

"Do nat depart the instaliafion without reservations or tickets for authorized space required transporfation. File a no-pay travel voucher wih a

copy of your travel documents or boarding pass wiliin § werking days after your return, Submit request for leave extension to your - O |
commander. The American Red Cross can assist you In notfying yous commander of your request for extension of leave.

18. INSTRUCTIONS FOR SCHEDULING RETURN TRANSPORTATION:

For re!:.;m mifitary travel resesvations in CONUS cail the MAC Passanger Resarvason Center (PRC}:
Should you require other assistance call PAP; }
20. DEPARTED UNIT 21, ARRIVED APOD 32, ARRNED APOE (returrt oniy} 23. ARRIVED HOME UNIT

24. PART iil - DEPENDENT TRAVEL AUTHORIZATION

25, D {Space available or required cash refmbursable) D ONE WAY D ROUND TRIP
D {Space required) TRANSPORTATION AUTHORIZED FOR DEPENDENTS LISTED N BLOCK NO. 25

DEPENDENT INFORMATION

a. DEPENDENTS (Last name, First, M) h. RELATIONSHIP ¢. DATES OF BIRTH {Children) | d. PASSPORT NUMBER

PART IV - AUTHENTICATION FOR TRAVEL AUTHORIZATION

26. DESIGNATION ANE LOCATION OF HEADQUARTERS 27. ACCOUNTING CITATICN

[30. ORDER AUTHORIZING OFFICIAL (TiHe and signatire) OR AUTHENTIGATION

Z8. DATEISSUED - 28, TRAVE[ ORDER NUMBER

Faga 1of2

DA FORM 31, SEP 1993 EDITION OF 1 AUG 75 15 OBSOLETE .
. AFD PE v5.D288




AUTHORITY:" .
FRINCIPAL PURPOSE(S): y lea ument skad gnd ch feave; record address and telephona number
Wier gy be contacied in case of an.emergoney dufing i yé‘f%’* f5HIfy leave days chargeable
o a ScldisEsiEa5E ctoLt. : Wis Rl
ROUTINE USES: To update a Scidier’s miitary leave and pay records. information fumished may ba disclosed ts DOD
officials or employees who need this infarmation to perform their disties; to federal, stale, and lacal aw
enforcement authorities in appropriatecases; the American Red Cross; and relatives, The social secunity
number is usad for positive idantfication,
DISCLOSLRE: Voluntary. Disclosure of SSM is veluntary. However, this form wil not be precessed without a Soldier's
. 88N, since the Army identifes members by SSN for pay or feave PUIposes.
INSTRUCTICONS TC INDIVIDUAL
1. AUTHORITY FOR LEAVE. A Soldier on leave must carry this form while on leave.

2. CHANGES. A Soldier who desires changes in authorized leave or does not begin leave on schedule wilt
notify commander. _ :

3. REPORTING. A Soldisr wilt report to duty station not Iater than 2400 on the last day of leave (block 10b)
(even if PCS orders contain a iafer reporfing date) . o

4. DEPARTURE/RETURN. A Soldier will begin anc end Jeave on post, af the duty lecation, or from the place -
he or she regularly commutes fo work. _

5. CHAR"GEABLE LEAVE, If a Soldier works over one-half of the normally scheduled workinrg hours on the
day of his or her depariure or retum, that day is not a chargeable leave day.  (Soldier's commander may
authorize early departure or late arrival} 1fhe orshe returmsona normally scheduled nonduty day, that day is

not chargeable to leave.

6, TRAVEL EXPENSES. A Soldier on leave pays for ali his or her travael expenses, to include retum to duty
staticn. He or she must have sufficient funds fo pay all expenses. A Soldier without sufficient funds to return to

duly stafion reports to the nearest military installation. S o - _

7. LEAVE EXTENSIONS, A Soldier must request lzave extension prior to end of leave. :
¥

a. If disapproved, 3 sbove applies.
b. If approved, complete block 15a - 15c.” Attach written notification of extension when raceived.

8. LOST OR DESTROYED LEAVE FORM EN ROUTE PCS. ‘Request a reconstructed form from the losing

stafion. Continue with required travel and reporting dates.

9. CASUALPAY. A Soldier who nseds a casual pay while on leave should contact the servicing FAO for

information and assisiancs.
10. MEDICAL TREATMENT.

a A Sof'dier who raquires medical freatment while on leave, report to the nearest military medical facility.
the absence of such a facility, repert to a uniformed services treatment fasility or Veteran's Administration

fachity, if possible.
b. Medical treatment at Government expense at other than federal facilities is authorized only for
emergencies wher: treatment cannct be obtained-from Govemment facilifies or when prior approval is obfained,

¢. If a Soldier becomes hospitalized by a civilian physician, the Scldier or soméong acting for him or hef
contact the Patient Administration Office of the nearest military medical facility as soon as possibie. A Soldier
may seek assistance from the nearest U.S. Anmy recruiting station or local chapter of the American Red Cross.
Information provided must include nature of iiiness or injury, date and place of hospitalization, and name and

telephone number of attending physician,
d. K a Soldier is placed sick-in-quarters by a civilian physicién he or she will
{1) Contact the Pafient Administration Office of the nearest military medical facility.

{2} Obtain written statement from attending physician  (mifitary or civiian) verifying condition and inciuding
dates of treatment. Provide statement to leave approving authority upon retumn to duty. ‘

DA FORM 31, SEF 1993 _ Page 2 of 2
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OVERSEAS TOUR ELECTION-STATEMENT
Far usa of this form, sse AR 600-8-11; the propenent agency is DCS, G-1.

PRIVACY ACT STATEMENT
Title 10, USC, Sections 3010, B012 and 5031, and Title 5, USC, Séction 301.

Authority:

Principal Purpose: For personnel service support.

Routine Uses: {1} To conduet initial screening of reessigniment cycle to determine soldier's eligibility to comply; and {2}
basis for initiating specific assignment processing (deleticn/deferments; additional service; or any other

special processing reguiredi.
Disclosure: Disclosure of information is voluntary. However, failure to disclose this data may result in unnecessary
hardship on the soldier andfor famify members. Failure to disclose data will not automatically exempt

sofdier from sslected reassigment:

INSTRUCTIONS: Prepare this form in twe copies. Place the original in the Action Pending section of the seldier's MPRJ and
place the copy in the soldier's Aeassignment Fila.

2. SSM 3. GRADE/RANK

1. NAME

4. FOR ALL SOLDIERS
Having been advised that § am scheduled for a permanent change of station assignment

| understand that | must elect to serve either an “all others” or a "with

r

dependents" tour.

If 1 elect to serve the “all others” tour, | understand that Government transportation of my family members to ar
from my overseas duty station will not be authorizaed during the tour. | alsc understand that if my family members
travel at their own expense to reside at or near the area of my assignment fexcept for a visit For a period not
exceeding 3 continvous monthsl, 1 will no longer be entitled to Family Separaticn Allowance. 1! also understand

that under this tour election, | am authorized movement of my family members to a designated location at
However, after my family members make a move to a designated location at Govemment

Government expense.
expense, | cannot request to change my tour to the "with dependents™ tour in order to requast movemeant of my
family members to my overseas area unless extreme personal problems arise which are fully dacumented.
AND

i I elect to serve the "with dependents” tour, | understand | am not authorized 1o move my family members andfor
househald goods to a designated locatien in CONUS. | understand that | must apply promptly for concurrent travel
of my family members in order to receive Family Saparation Allowance in the event cohcurrent trave! is not
approved. | understand that, if concurrent/deferred travel is not approved, 1 may apply for nonconcurrent traval for
my family members after | arrive In my overseas afea, if | am able to obtain suitable guarters, or | may elect to
have my family. members remain in CONUE. | understand | must have sufficient remaining service te completa the
“with dependents” tour length requirements upon my arrival In the overseas area. If not, | wiill be required 1o serve
an "all others” tcur and will not be entitled to Government transportation of my family members to my overseas

duty station.
&, FOR INVOLUNTARY EXTENSION :
i further understand that | will be involuntarily extended in the overseas command :

1 am an obligated volunteer officer {OBV) and do not wish to extend my Active Duly Service Obligation
and the end date of my ADSO follows my dats eligible for return from overseas [DEROS) within 11 months (fong
tour area) or six months (short tour area).

| will be returned to the continental U.S. fCONLS} transition point in sufficient time to process my separation.
To be reassigned to CONUS at my normal DEROS, | must be eligible for and take action to acquire sufficient
service to have the required months remaining at DERCS.

6. FOR ALL ARMY SOLINERS MARRIED TO OTHER ARMY SOLDIERS
" 1 have been briefed and undersiend the joint domicile requirements.

7. FOR USAR OBV CFFICERS
| understand that if [ currently have insufficient remaining service to complete the "with dependents” tour, that by
electing the "with dependenis"” option below, | am concurrently velunteering herewith to extend my ADSO until

complstion-of the prescribed tour.

8. FOR ALL SOLDIERS
Regarding my option to elect either the "all others" or the "with dependents” tour, [ choose the following actions,
to include any additional involuntary extended time in the overseas command.

a. | elect tc serve a tour for a period months in an "all others” status.
b. I elect 1o serve a tour for a perled months in an "with dependents” status.
@, SIGNATURE OF SOLDIER B. DATE (¥Y¥YUDD!

10A. SIGNATURE OF WITNESS

AFD ¥1.CQ
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MEDICAL ANP DENTAL PREPARATION FOR OVERSEAS MOVEMENT

For use of this form, B0GG-8-11; the propenent ageney is DTS, G-1.

PRIVACY ACT STATEMENT

Authority: Title 10, USL, Sactions 3010, 8012 and 5031, and Title 5, USC, Ssction 3C1.
Principal Purpose:  Information is required on all soldiers being resssigned oversess to determine if they meet medical and
dental standards for such assignment.

Routina Uses: {1} For personnel service support; end (2} Information is primarily obtained from review of records unless
assigrirnent is to be an isolated area which requires evaluation and personal interview.
Disclosurs: Disclosure of infarmation is voluntary, If family members ara required to complete medical and dental

evaluation and personal interview, but refuse to do so, thay will not be permitied to accompany the soldier
to tha oversea assignment. .

1. _TC . 2. FAOM
3. MAME iLast, Middfe, Frst) 4. ssh 5A.  GRADE QR RANK 5B, PMOS CRACG
6. PHESENT UNIT OF ASSISNMENT 7. PROJEETED UNIT OF ASSIGNMENT (include locationfecuntryd
8. PROJECTED BUTY MOS OR AQC /8 Position Code} 9. ANTICIPATED DATE OF LOSS 10, 15 h:ﬂEMEER BEING ASSIGNED TO AN
ISCLATED AREA AS DEFINED BY AR 40-501,
fYYXaamoDn,) PARA 5 13C7 -
Yes l No

11.  IF ANSWER TO iTEM 10 IS "YESY AND IF MEMBER 1S RECUESTING FAMILY TRAVEL, ALL FAMILY MEMBERS WLl BE SCREENED 8Y THE LOCAL MEDICAL
TREATMENT FACILTY FOR SPECIAL MEDICAL AND FUNCTIONAL NEEDS. ENTER NAMES OF ALL ACCOMPANYING FAMILY MEMBERS, OTHERWISE ENTER M/A.

NAME ' NAME

12, LIST ANY OTHER SPECIAL MEDICAL OR DENTAL NSTRUCTIONS CONTAINED IN THE ASSIGNMENT [NSTRUCTIONS

13A. NAME OF MPD/PSC REPRESENTATIVE 3. TITLE
[+ SIGNATURE 0. GRADE E. DATE (MK&JMDD)
DA FORM 4936, MAR 2007 PREVIGUS EDITIONS ARE OBSOLETE . Page 1 of 2
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{ _-égg_g 1o the MDP/PSC within 21 calendar
am 6.

i

S
forward o

Complete the medical and denta

W, The origh
days of the date shown in item 13 ne copy to the address inin

MEDICAL STAVUS"

E, and

144, PHYSICAL PROFILE SERIAL CODE 8. PHYSICAL CATEGORY CODE {C.  MEDICAL REGORDS REVEAL THE FOLLOWING ASSIGNMENT
1PULHES) LIMITATIONS
YEs | Ne | WA TTEM
15A.  Does the member meet the medical fitness EAEMBLFR%%E‘;'E@{I'GS];_EE‘% cﬁg‘g&ﬁ%ﬁeo LATE
standards outlined in AR 40-5Q17 [if "no” expiain
briefty.}
- . B BATE; TIME AND LOCATION. OF APPOINTMENT
18A. Has mamber completed HIV screening?
8. IF "YES", EXPECTED DATE OF DELIVERY
THA. s the membear pregnant?
18A.  Alt active duty and reserve personnel of PCS B. IF "YES, INDICATE DATE, TIME, AND LOCATION OF
A . ; . o APPOINTMENT
assignment to Korea will be vaccinated with hepatitis
B vaccina. Does the member require immundzatian?
- B, IF "YES", INDICATE DATE, TIME, AND LOCATION CF
19A.  Does the member require remadial madical care? | APPOINTMENT
2 5 B, iF *YZS", INDICATE DATE THE MEMBER ENTERED
20A. Is the member currantly undergeing alcohol or B AEHABT TATION PROGRAM

drug abuse rehabilitation?

B. {F "YES", THE MEMBER (and family members, if
applicablel MUST BE SCHEDULED FOR A FOLLOW-UP
EVALUATIOM OF MEDICAL STATUS WITHIN 30 CALENDAR
DAYS OF THE ANTICIPATED DATE CF LOSS ffrem 91
INQICATE DATE, TIME AND LOCATION OF APPOINTMENTES]

21A. ¥ itam 10 is checked “"yas”, can the member be
assigned to an area whera medical facifitiss are fimited or

nonaxistent?

22, Medical Records Indicate the Member Requires the Foltowing {Chack those appropristel
: DATE, TIME AND LOCATION OF APFOINTMENT, 1F NEEDED

AEQUIRES | HAS | MISSING ITEM
A.  Two pairs of speciacles
B.  Protective mask spectacle
insert
C. Two heating aids
D. Medical warning tag
23A. NAME OF MEDICAL OFFICER B TIMLE
¢ SIGNATURE D, GRADE E.  DATE (YYYYMAMDD)
DENTAL STATUS (Complete only if lem 10 is checked “Yes” or if required by item 72.)
ves | NO ) B.  IF "NO", BRIEFLY EXFLAIN, IF CONDITION IS TEMPORARY, EXPECTED
- DATE THE MEMBER WILL BE ELIGIBLE FOR ASSIGNMENT
24A. is the memhber dentally qualifiad? T
IBA. Does the member require remedial dental | % ¥ "YES". INDICATE DATE. TIME, AND LOGATICN OF APFOINTMENT
care?

s A m 1 R, IF "YES", THE MEMEER fand family members, If applicable) MUST BE
21A. If item 10 is checked "yes". can the | o ent entis A roliow-Us EVALUATION OF MEDICAL STATUS WITHIN
membar be assigned 10 an e where dental| 3p cALENDAR DAYS OF THE ANTICIPATED DATE OF LOSS (ftem 9). INDICATE
facitities are limited or nonexistent? DATE, TIME, AND LOCATION OF APPOINTMENTI(S)

274. NAME OF DENTAL OFFICER B. TITLE

C.  SIGNATURE o, GRADE B DATE [YYYYMMOD)

DA FORM 4036, MAR 2007 Page 2 of2
APD V.00




RGESSNG.
Bpanient agency is DES, G-7,

For use of thiy farm, &

FRIVACY ACT STATEMENT
Authority: Title 10, USC, Sections 3010, 8012, and 5031; Titke B, USC, Section 301; and EQ 9397 /SSAL.
Principal Purpose: Ta make sssignmeint decisions, evaluate family member travef 1o oversess commands and assigs fammily housing.

General disclosures permitted by the Privacy Act and the Army’s systems of records notices apply.

Disclosura of information i voluntary, If the Infoimation is not provided, commanders will not be aware of family membar
travel end housing requests, and wifl result In no government travel and housing for family members,

Routine Usas:

Bisclasure:

PART A - PERSONNEL AND ASSIGNMENT MANAGEMENT DATA (7o bs Compilated by Losing MPD/PSC)

.70 f 2. EROM

3. NAME flast, Midle, Firstl 4. 88N 5.  GAADE & PMOS

8A. CURRENT UNIT/STATION TA. REASSIGNED TO fUni?/UIC/AFU/CaUﬂthJ

B5B. TELEPHONE NO. fnckde Area Coda) ¥B.  RSG AUTH 7C. PERS CON NO. 7D. REPORT DATE (YYYYMIMOD)

SC. AKO EMAIL ADDRESS

8. TOY Enroute fCompleta only if applicable)
A. MOSISSISOIAS!, 8. PURPOSE OF TDY

<. SRADVTERM. DATE (¥YYYMUDR)

9. Marriad Army Couples Program  (Complete only If Joint domicile will be requested)

9A.  NAME OF MILITARY SFOUSE 9B, ssM 8C.  GRADE 85, PMOS

9E. CURRENT UNIT/STATION 8F.  TELEPHONE NOQ. {fnclude Area Codef

PART B - HOUSING AND FAMILY TRAVEL DATA

! do not f l have family membars with physical, amotional, developmental or intellectuat problems.

1, i . 12m a sole parest, (Cheek ondy if applicable)

12,  Application for Family Member Travel to Overseas Command (Check onfy one)

3 | deskre concurrent travel and will aczept economy quarters if government quarters are not availabie.

b, - | desire concursent travel but wif not accept sconomy quarters.

13, Family Members Who WIK Travel to Next Parmanent Duty Station (If more spaca is naedad, continire on a separate shest.}
, ; . BATE OF 8iATH
A. NAME ftast, Sirst, MY B, RELATIONSHIP C. SEX (Y YYYARDD! £, CITIZENSHIP
i

14, ANY RELATIVE IV GAINING OVERSEAS AREA WHERS FAMILY MEMBERS MAY RESIDE PENDHNG AVAILABILITY OF HOUSING AT OR MEAR DUTY STATION

faclude name, relatianship, address and phene number).
15A. ADDRESS WHERE MY FAMILY IS CURRENTLY LOCATED BA.  ADDRESS WHERE MY FAMILY MAY BE CONTACTED WHILE OM LEAVE

15B8. TELEPHONE NQ. flnciude Area Codel 1€8. TELEPHONE NOQ. (/nclude Area Code)

17. The soldier is administratively qualified and available: for assignment. . Centrol shaets/forma prosaribed
eguivalents] have beer: completed. A request for delstion or deferment is {_] enticipated

17A.  SCLDIER'S SIGNATURE 178, MPD/PEC OFFICIAL'S SIGNATURE {17C. REASSIGNMENT WORK CENTER EMAIL 170. DATE
AODRESS fAgency Specifin} YYYYMAMDD]

not anticipated. H

jtiy_’the reguiation for thelr

ARD V3.0
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FAMILY MEMBER DEPLOYMENT SCREENING SHEET
For use of this form, see AR 808-75; the propanent agency is CACSIM

AUTHORITY:
PRINCIPAL PURPOSE:
RCOUTINE USES:

DISCLOSURE:

DATA REQUIRED BY THE PRIVACY ACT OF 1974

Title 10, USC Sacti
Persoine! support.

on 3013,

To vatidate family member deployment gcreening, and o provide gaining cermmand with data to assist in
making an assignrment dacision.

The provision of requesied information is mandatory. Failure to respend may preclude gugcassfut
processing of an application for family member travel/command sponsorship and may lead 1o appropriaie

administrative or disciplinary action against the soldier.

""PART A - SOLDIER/FAMILY MEMBER DATA™

4b. HOME PHONE NO.

b. COMMERCIAL {lnclude area code}

1. NAME OF SOLDIER [Last, first, Mi} 2. SCCIAL SECURITY NUMBER 3a. RANK 3b. MOS/BRANCH
4a. HOME ADDRESS 5a. DUTY ADDRESS ‘6. DATE OF EDAS
. CYCLE CRRFO-
fOFF) DATE
finclude Area Code) 5b. DUTY PHONE NO. a. DSN

_ 7. FAMILY MEMBERS

a. NAME

b. RELATIONSHE

¢. DOB (YYYYMMDLD)

d. HOME ADDRESS

. AUTHENTICATION

a. MILITARY PERSONNEL DIVISION/PERSONMNEL
SERVICE COMPANY REPRESENTATIVE'S NAME

c. RANK (Grade)

d. SIGNATURE

b. TITLE

a. DATE (YYYYMMDDY

PART B - FAMRLY MEMBER SCREENING

RESULTS

9. ‘NAME

EXCEPTIONAL FAMILY MEMBER PROGRAM (EFVF) ENRDLLMENT (Check onel

a.
WARRANTED

NOT

b. CONSIDERATION
WARRANTED (Date

c. SUBSTANTIAL C}HANGE SINCE ENROLLMENT

sent for Coding)

NC YES

DATE SENT FOR COBING

10. ABMY MEDICAL TREATMENT FACILITY /MTF EFMP MEDICAL PRACTITIONER COMPLETING THIS FORM

& PRINTED NAME OF MEDICAL PRACTITIONER

b. SKGNATURE

£, DATE (¥YYYMMDD)

d. ADDRESS

a, PHONE NUMBER finclude Commarcial and DSN)

11. ARMY MTF EFAP PHYSICIAN'S AUTHENTICATION (7o be signed when s medical practitioner ather than g physician completes this form.}

a. TYPED OR PRINTED NAME QF PHYSICIAN

b. TITLE

¢, -RANK

d. SIGNATURE

. BATE (YYYYMADD)

DA FORM 5888, SEP 2002

EDITION OF AUG 1995 15 OBSOLETE
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NAME OF MEDICAL TREATMENT FACILITY
EXCEPTIONAL FAMILY MEMEBER PROGRARM (EFMP)
SCREENING QUESTIONNAIRE
For usa of this form, see AR 608-75; the proponent agency is QACSIM

DATA REQUIRED BY THE PRIVACY ACT OF 1974

AUTHORITY: PL 94-142 {Education for alf Mandicapped Children Act of 1975}, PL 95-561 (Defense Dependenis’ Education Act
of 1978); DOD} 1342.12 {Education of Handicapped Chifdren in DODDS), 17 December 1881, DODE1010.13
{Frovision of Medically Related Services to Children Receiving or Eligible fo Receive Special Education in DOD
Dependents Schools Qutside the United Stafes), 28 August 1086, 10 USC 3013; 20 USC 921-932 and 1401 =t seq.

PRINCIPAL PURPOSE: To obiain information needed to evaluate and document the special education and medical needs of family members.

This wiil permit consideration of special.education and medical needs of family members in tha persennel

Information will be used by personnef of the Militasy Deparimants 1o evaluate and document special sducation and

ROUTINE USES:
medical neads of family members for eonsideration in personnel assignmenis.

DISCLOSURE: Tha provision of requasted information is mandatory. Failurs to respond will preciude LS, Total Personngl
. Command from enrolling soldiers in the EFMP. Soldisrs whe knowingly refuse to enrcll exceptional family members

wilt receive, at a minimum, a yeneral officer letter of reprimand. Reifusal to provide information may preclude
suecessful processing of an application for family fravel/feommand sponscrship.

SERVICE MEMBER'S NAME/RANK DATE {YYYYMMDD)

BRANGH UNIT CUTY PHONE

PRCGJECTED PCS ASSIGNMENT DSN HOME PHONE

HOME ADDRESS DUTY ADDRESS

PROJECTED PCS DATE

FAMILY CHECK IF
DATE GF BIRTH ENROLLED

LIST ALL FAMILY MEMBERS MEMBER SEX :
PREFIX (Y¥Y¥YMMDD) IN EFMP

]

PLEASE ANSWER ALL QUESTIONS - FOR FAMILY MEMBERS ONLY
MEDICAL
YES NO

1. Do any family members, excluding service mamber, have any medical recards  (civifian or military} other than the records
you have provided us to screen? I yes, please list conditionsfservicas received and address of provider. D D

FAMILY MEMBER CONDITIONS/SERVICES NAME/ADDRESS OF PROVIDER

2. in the past five (5} years, have any members of your family, excluding service member, been hospitalized, excluding
hospitalization for normal uncomplicated childbirth? If yes, please explain. ' D D

MAME REASON

3. Are any members of your farhi[y, excluding service member, currently receiving medical (includes mental healih) or YES NG
educational services from any providers other than a general praciitioner or family practice physician? D D

DA FORM 7246, JUN 2008 PREVIOUS EDITION 1S OBSOLETE. APD PE vLO0ES




4. Are any family members, excluding service member, taking any prascribed medication other than birth control pills o a YES NO

regutar basis?

NAME PRESCRIBED MEDICATION

5. In the past five (5) years, have any members of your family, excluding service member, been treated for, or had any. problems related to any
of the following? [You will have an opportunily {0 discuss alf "YES" answers with a screener, )

a. g;':sb‘;:g;s with sight {other than corrected by YES | NO g | Asthma, allergies or ofher respiratary problams YES | NO
b. Probiams with haaring h. Cerebral Palsy
c. Heart condition i Delayed Speech
1d. | Seizuse disorder” i Sickie Call TraivDRease
e, Loss of mokility (requiring use of e wheaelchair/ k. Cancer
ar aid fir mobility) . D D I High blood pressure
1, Diabetes f l j | I m. | Other, if yes, explain

MENTAL HEALTH:

6. In the past five {3) years, have any members of your family, excluding
af the following? (You will have an apporfunity fo discuss aff "YES” answers with & screener.}

service member, been treated for, or had any prablems related to any

a. Referral to, diagnosed by, or therapy with a YES | NO YES NO

 Psychiatrist, Psychalogist, or Secial Workar d. Algohot and drug use or abuse

in reference o 2 mental health problem D D

e. Ermnotional preblems
b. Cepression f | i ! f. Behavioral prokblems/acting out behavier
. g. Recelved therapy {marital, family, individual or
c. Suicidal thoughtsfideas, gesiures, attempls D D graup vaunseling) : D D
7. Have any members of your family, excluding service member, been in any of the following? Inpatient Psychiatric Facility, YES NO
Residential Treatment Center, Group Homas, Day Treatment Centers, Drug and Alcoho! Treatmens Rehabilitatian Center. H D EI
Yos, please expiain: :
- EDUCATION

8. Do any of your children now have, of have they ever had, any of the following?
a. ) - YES | NO YES | NO

Siow develapment (infants a:?dpreschocfer =} d. | Counseling services for school-related problems D D
b, Leamning probfems fschool) .
c. Special senvices {ie., OT, PT, Spesch, efe.} — "

for special education |__, D e. [ Mental retardation [:] D
§. Are any of your children recelving Special Education help in school (nof in regular class placement and on an Iridividual ‘i{is E]E'

Education Plan IEF}}? i yas, who?

According to AR 608-75, Excapiienal Family Member Program, soldiers wiit provide accuraie information as required when requested to do so
by Army officials, Knowingly providing false information in this regard may be the basis for disciplinary or administralive action. For soldiers,
refusal fo provide information may preclude successful processing of an application for family travat or command sponsorship.

Commandars will take apgropriate action against soidiers who knewingly previde false information, or who knowingly fait or refuse to enroll
family members thal mest the criteria for enrollment. (A faise official statement is a violation of Article 107, Uniform Code of Military Jusiice

(UCMJ) These actions will include, at 2 minimum, a gensral officer letler of reprimand.

All the zbove information is frue and comect to the best of my knewladge. 1 understand that it is my responsibility 1o'provide any informaticn
about changes in medical or educational status for 2l members of my family, afier she dale indicated below, and prior o PCS mave.

SIGNATURE OF MILITARY SPONSOR OR SPOUSE DATE {YYYYMMED]

PRINTED NAME OF MILITARY SPCNSOR OR
COMPLETING THIS FORM

SPOUSE COMPLETING THIS FORM

FRINTED MAME OF PHYSICIAN OR MEDICAL SIGNATURE OF PHYSICIAN OR MEDICAL DATE (YYYYMMDD)
PRACTITIONER IF UNDER THE SUPERVISION OF A

FRACTITIONER IF UNDER THE SUPERVISION OF A
PHYSICIAN PHYSICIAN

AP FT v1.00ES
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INSTRUCTICNS FOR COMPLETING DD FORM 2792 (Continusd}

MEDICAL SUMMARY beginning on page 2 must be
completed by gualified medical professional.

Sponsoer, spouse or family member of majority age must
sign release authorization on page 1 before the Summary-
is completad.

- Patient name; sponsor name;-Family Member Prefix-and-Social

Security Number. Seif-explanatory.

ltem 1.a. Diagnosis. Enter the diagnosis{es}), one per line.
With the exception of asthma, cancer or mental health, identify
all diagnoses that have been active within the last year. For
asthma, cancer or mental health, identify all diagnoses aclive

. within the past 5 years.

ltem 1.b. Severity. Enter savarity of the diagnosis(es) {A - mild,-

B - moderate or C - severe).
ftem 1.c. ICD or DSM. Enter ICD-8-CM or DSM IV

designations. REQUIRED.

ftern 1.d. Medications and therapies. Self-explanatory.
Additional information may be included in item 9 if more space
is required. :

Itemn 1.e. Enter per diagnosis the number of visils,
hospitalizations, &fc., for the 1ast 12 months.

Hem 2. Prognosis. Self-explanatory. Additional information
may be included in item © if more space Is required.

itern 3. Treatment Plan. Seif-explanatory. Additional
. information may be included i ifern @ if more space is required.

em 4. Histary of Carnicer or Leukemia. Seif-explanaicry.
itemn 5. Ariificial Openings. Seff-explanatory.

ltem 6.2, Minimum Health Care Specially. Codes in the first
column are used by Army coding feams only. Indicate with an
X those specialists essential (required) to mest the needs of
the patient. For example, if a developmental pediatriclan is a
child's primary care provider, but a pediatrician can mest the

needs, do not mark developmental pediatrician.
ltem 8.b. Frequency of care. Enter A - Annually; B - Biannually

{twice a year); Q - Quarterly; M - Monthly; or W - Weekly for
each specialist indicated.

kam 7. EnvironmentalfArchitectural Considerations.
Self-explanatory.

ltern 8. Adaplive Equipmen¥/Special Medical Equipment.
Self-explanatory.

Fem 9. Comments. Enter any additionat information that would
assist in determining necessary treatment.

items 10.a. - §. Provider Information. Official Stamp or printed
name and signature of the provider completing this summary,
and date the summary was signed. Self-expfanatory.

ADDENDUM 1 - ASTHMA/REACTIVE AIRWAY DISEASE

 SUMMARY {p.6}). To be completed by gualified medical

professional.

This addendum is completed only if indicated in ltem 8,
page 2, Demographics/Certification, and may be completed by
a different provider than pages 3 - 5, if necassary.

tem 1. Selfexplanatory.

Hems 2.a.- d. Self-explanatory.
ltems 3.a.-j. Self-explanatory.

kems 4.a. - f. Self-explanatory.
Items 5.a. - d. Self-explanatory.

hems 6.a. -. Provider Information. Official Stamp or printed
name and signature of the provider completing this summary,

and date the summary was signed. Self-explanatory.

ADDENDUM 2 - MENTAL HEALTH SUMMARY
{pp. 7 - 8). To be completed by qualifisd clinical provider.

This addendum is completed only if indicated in item 8,
page 2, Demographics/Certification, and may be completed by
& different provider than pages 3 - 5§, if necessary.

tem 1. Self-explanatory.

items 2.a. - 4. Seif-explanatory. ltem 2.c. ICD or DSM is

REQUIRED.
ltem 3. Self-explanatory.

ltemn 4. Prognesis. Self-explanatory. Additionat information
may ba ingluded in item 8 if more space is required.

ltem 5. Treaiment Plan. Seif-explanatory. Addiional
information may be included in ltem 8 if more space is
required.

ltem &. Treatment needs within the next year. Mark only one
box considering al? dlagnoses. Self-explanatory.

ttems 7.a. - ¢. History. Seff-explanatory.

jtem 8. Comments. Entar any additional information that would
assist in defermining necessary treatment.

ftem 9. Required Providers. Mark all providers who are
required fo implement the treatment plan.

ltems 10.a-f. Provider information. Official Stamp or printed
name and sfgnature of the provider compieting this summary,
and date the summary was signed. Self-explanatory.
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EXCEPTIONAL FAMILY MEMBER MEDICAL SUMMARY OMB No. 0704-0411

{To be completed by service member, adult family member, or civilian smpioyee.} OMB approval expires
(Read Instructions before completing this form._) Cot 31, 2009

The public reporting burden for this collection of information is eslimaled o average 30 minutes per response, Nduding the Sme for reviewing instructions, searching existing dafa sourcss, gathering
and maintaining tha data needed, and complating and raviswing the collecticn of information, Send comments regarding this burden estimate or any other aspect of this collection of infarmation,
Ineluding suggestions for raducing the burden, to the Department of Defensa, Executive Services Direclorate (0704-0411), Respondenis should be'aware hat notwithstarding any other provision of

iaw, no persan shall be subject o any penally for faiting 1o comply with a coflection of imformation if it does not display 2 curently valic OME conital number.

PLLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION.
PRIVACY ACT STATEMENT

AUTHORITY: 10 USC 3013, 5013, and 8013; 20 USC 821 - 932; and EO 9387,

PRINCIPAL PURPOSE{S): - Information will anly be used by personnel of the Depariment of Befense and Military Depariments to evaluateand -
document the medical needs of family members. This information will enatle: (1) Mifitary assignment persornel to match Ihe needs of family
members against the availability of medical services and fo engage in case management after assessment is made; {2) Civilian personnel offices to
determine the availabilty of medical services to meet the medical needs of family members of DeD and Military Department civilian emplayees; and
(2) Managed care suppor contractar to suppart your application for further entitliement, i.e., the Extendad Care Health Option {ECHO).

- ROUTINE USE(S): Nore.
DISCLOSURE: Voluntary for civilian empioyees and applicanis for civilian employment; failure to respond will preciude the successful processing of

an application for family fravel/eornmand sponsarship.
Mandatory for military personnel; failure or refusal to provide the information or providing false information may result in administrative sanctions or

punishment under either Article 92 (dareliction of duty} or Article 107 {false official statemeant), Uniform Code of Military Justice.

AUTHORIZATION FOR DISCLOSURE OF MEDICAL INFCRMATION

By signing this authorization, you canfirm you understand your sponsor wil have access to the health information contained hereinand in
addenda. The sponsor may be held accountable for the aecuracy and completeness of the DD 2792 and addenda and shouid review all pages prior

{o signing on page 2,

| authorize (MTF/DTF/Civilian Provider) (Name of Provider)
to release my patient information to the Exceptional Family Member/Special Needs Program to be used in the enroliment and/or assignment
coordination process. The information on this form and addenda wili be used to determine whether there are adequate medical, housing and

community resources fo meet yaur spaciat medical needs at the sponsor's proposed duty losations.

a. The military medical depariment will use the information to make recommendations on the availability of cars in communifies where the sponsor
may be assigned or employed.

b. Information that you have a special need (not the nature or scope of the need) may be included in the sponsor's personnel record or be
maintained in the community office responsible for supparting families with special nesds.

¢. The authorization applies to the summary data included on the medical summary form, its addenda and subsequent updales to information on
ihis form. These data may be stared in elecironic dalabases used for medical management or dedicated to the assignment process. Only
representatives from the medical depariment and the offices responsible for EFMP assignment coordination will have access o the information.
Start Date: The authorization starf date Is the date that you sign this form authorizing release of information.

Expiration Dats: The authorization shall continue until envoliment in the Exceptional Family Member Program/Special NMeeds Program is no longer
necessary according to criteria specified in DeD Instruction 1315.19, or if family member ne lenger meets the criteria to quafly as a dependent, or

the spansor is no longer in active military sarvise or employment of the U, 3. Government overseas,

t understand that:
a. | have the right to revoke this authorization at any ime. My revecation must be in wrifing and provided lo ihe facility where my or my child's

medical records are kept. | am aware that if | later revoke this authorization, the persor{s} } herein name will have used and/or disclosad protected
information on the basis of this authorizalion. My revecation will have no impact on disclosures made prior to the revoeation.

b. If 1 authorize my or my child's profected health information fo be disclosed to somecne whe is not required to comply with faderal privacy
protection regulations, then such information may be re-disclosed and would no langer be protecied.

c. | have a right to inspect and receive a copy o my own or my child's protecied health information: te be used or disclosed, in accordance with the
requirernents of the federal privacy protection regulations fourd in the Privacy Actand 45 CFR 164.524. | request and authorize the named
providerftreaiment facility to release the information described abeve for the stated purposes.

d. The Military Health System (which Includes the TRIGARE Health Plan) may nat condition freatment in MTFs/DTFs, payment by the TRICARE .
Health Plan, enroliment in the TRICARE Heaith Pian or eligibility for TRICARE Health Plan benefits on faflure to oblain this authorizaticn. -
. Refusal to'sign does not preciuds the provision of medical and dental information authcrized by other regulations and those nofed in this
document.

NAME OF PATIENT

SIGNATURE OF PATIENT/PARENTIGUARDIAN RELATIONSHIP TO PATIENT | DATE (¥YYYMAMOD)
(i applicable}
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DEMOCGRAPHICS/CERTFICATION: To be completed by the Sponsor, Parent or Guardian, or Patient

1.a. EXCEPTIONAL FAMILY MEMBER NAME (Last, Frst Midgle Initial) b. FAMILY MEMBER PREFIX ¢, GENDER (X} {d. DATE OF BIRTH
: {FMP) MALE (YYYYMMDD}
FEMALE
2.a, SPONSOR NAME (Lasi, First, Middle initial) b. SPCNSOR SSN ©. RANK OR GRADE

d. BRANCH OF SERVICE {Maftary only) . DESIGNATION/NEC/MOSIAFSG (Miftary only)

f. CURRENT ADDRESS (Sireet, Apariment Number, CHy, State, ZIP Cods) g. DUTY STATION ADDRESS

h. OFFICIAL E-MAIL ADDRESS

. CURRENT TELEPHONE NUMBER ‘1§ FAX NUMBER k. DUTY TELEPHONE NUMBER (inciude Area Coda)
{Include Area Codg) (include Area Code} (1} COMMERCIAL {2) DSN
3.a. ARE BOTH SPOUSES ON ACTIVE DUTY'? /iMilitary only) (X one: I Yes, complate 3.b. - & below} r YES l ] NO
d. RANK/RATE e. SPOUSE S5N

b. ACTIVE DUTY SPQUSE'S NAME (Last, Fist Midole initial) | ¢. BRANGH OF SERVIGE

4. 15 FAMILY MEMBER ENROLLED IN DEERS (Wfifary aniy} (X ong)

iF YES, UNDER WHAT S8N: FAMILY MEMBER PREFIX;

YES I ! NO
5. DOES FAMILY MEMBER RESIDE WITH SPONSOCR (X ons)

YES
NO. IF NO, PROVIDE ADDRESS OF FAMILY MEMBER (include 2P Cade) AND EXPLAIN WHY,

. STOP.
6. CERTIFICATION, DO NOTCERTIFY BEFORE COMPLETING ENTIRE FORM AND ADDENDA,
By signing below, we certify that the information submitted on this DD Form 2752 {Medical Summary and the addenda checked below) is complete

and ac_curate.
PARENT/GUARDIAN OR PERSON OF MAJORITY AGE:
a. PRINTED NAME

b, SIGNATURE c. DATE {¥YYYMMDD)

FOR OFFICIAL USE ONLY

7.a. APPLICATION STATUS (X one)
INITIAL SCREENIRG UFDATED INFORMATION REQUEST DISENROLLMENT

f { NO i c. IF YES, HOW MANY?

b. ARE THERE OTHER EFMP MEMBERS IN THE FAMILY? ! YES
8. REQUIRED ADDENDPA. Complete ltem 1 on Addendum 1 {page 8) and item 1 on Addendum 2 (page 7} AND X box below if:

ASTHMA ADDENDUM | 1S REQUIRED

MENTAL HEALTH SUMMARY ADDENDUM 2 1§ REQUIRED

DD FORM 2792-1, "EXCEPTIONAL FAMILY MEMBER SPECIAL EDUCATION/EARLY INTERVENTION SUMMARY" 1S REQUIRED

8. EFMP/SNIAC SCREENING COORDINATOR

a. PRINTED NAME ¢. DATE [YYYYAMDD)

b. SIGNATURE

e.' TELEPHONE NUMBER {f. OFFICIAL STAMP

d. MILITARY TREATMENT FACILITY ADDRESS /lnciude ZIF Codz)
{Include area code)

BD FORM 2792, NOV 2008 Page 2 of 8 Pages




TPATIENT NAME SPONSOR NAME SPONSOR SSN FAMILY MEMBER PREFIX

MEDICAL SUMMARY: To be compieted By a Qualiﬁed Medical Professional

) PART A - PATIENT STATUS
1. DIAGNOSIS(ES) Please complele as accurately as possible using ICD-8-CM or DSM V.
N a- SEVEbR]TY L. d. - e .
ACTIVE DIAGNOSIS WITHIN LAST - ' ICD
YEAR fif Asthma, Cancer or Mertal | 5 - fagerate | OR DSH MEDICATIONS AND COMPLETE FOR
Health within ast 5 years} C -Sevara REGINRED SPECIAL THERAFIES THE LAST 12 MONTHS:

If Asthma or RAD is noted, also complete Asthma Addendum 1.
i Mental Health s noted, alse complete Mental Health Addendum 2.

] {1) NUMBER OF DUTPATIENT VISITS
{2) NUMBER OF ER VISITS

{3) NUMBER OF HOSPITALIZATIONS
{4] NUMBER OF ICU ADMISSIONS

{1) NUMBER OF OUTPATIENT VISITS
{2) NUMBER OF ER VISITS

{3) NUMBER OF HOSPITALIZATIONS
{4) NUMBER OF ICU ADMISSIONS
(1) NUMBER OF QUTPATIENT VISITS
{2} NUMBER OF ER YISITS

{3) NUMBER O HOSPITALIZATIONS
{4) NUMBER OF 10U ADMISSIONS
(1} NUMBER GF OUTPATIENT VISITS
{2) NUMBER DF ER VISITS

{3} NUMBER OF HOSPITALIZATIONS
[4) NUMBER OF ICU ADMISSIONS
{1} NUMBER OF OUTPATIENT VISITS
{2} NUMBER OF ER VISITS

{3) NUMBER OF HOSPITALIZATIONS
{4) NUMBER OF IGH ADMISSIONS
{1} NUMBER OF QUTPATIENT VISITS
{2) KUMBER OF ER VISITS

{3) NUMBER OF HOSPITALIZATIONS
{4} NUMBER OF ICU ADMISSIONS
{1) NUMBER OF QUTPATIENT VISITS
{2} NUMBER OF ER ViSITS

{3) NUMBER OF HOSPITALIZATIONS
{4) NUMBER OF ICU ADMISSIONS

2. PROGNQGSIS {fnclude expecied fength of ireatment, required participation of family members, and Iif treatment is ongoing)

3. TREATMENT PLAN (Medical, mental health, surgical procedures or therapies planned over the noxt three years)

4. HISTORY OF CANCER OR LEUKEMIA
YES (¥ Yes, specly projected fraatment needs)

NG

5. ARTIFICIAL OPENINGS/PROSTHETICS £ alf that apply}

: YES IF YES: D1 - GASTROSTOMY FO5 - COLOSTOMY
| NO F§2 - TRACHEQSTOMY FG& - JLEQSTOMY
FJ3 - £SF SHUNT FO7 -OTHER UNSPECIFIED PROSTHETICS (Specify]
F04 - CYSTOSTOMY F$0 - OTHER UNSPEGIFIED OPENING {Specify)
Page 3 of 8 Pages
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PATIENT NAME SPONSCR NAME SPONSOR SSN FAMILY MEMBER PREFIX

MEDICAL SUMMARY (Continved):” To be completed by a Qualified Medical Professional

PART B - REQUIRED CARE

8. MINIMUM HEALTH CARE SPECIALTY REQUIRED FOR CARE

INDICATE THE FREQUENCY OF CARE: A - ANNUALLY B - BIANNUALLY (Twice a year) Q- QUARTERLY M- MONTHLY W -WEEKLY
{1} CARE PROVIDER ' FRE&{ENCY ‘ {1) CARE PROVIDER FREé?'Jéucv
e [K 5. OPOTCDEIAER) .. ... ~—{~{Seeabovey |~ X asappropriate}... . . . (Seeabove)”
co1 # ALLERGIST/IMMUNOLOGIST car gg. ORTHOPEDIC SURGEON - ADULT
c52 B, AUDIOLOGIST . Cc48 kh. ORTHOPEDIC SURGEON - PEDIATRIC
C42 ¢. CARDIACITHORACIC S_URGEDN C87 ii. PAINGLINIG -
coz2 |. d. CARDIOLOGIST-ADULY C30 5. PEDIATRICIAN
Co3 e. CARDIOLOGIST - PEDIATRIC C48 kk. PEDIATRIC SURGEON
co05 f. DERMATOLOGIST c3z il. PHYSIATRIST {Fhysicel Rehabiitation)
cog g DEVELOPMENTAL PEDIATRICIAN Cc38 mm. PHYSICAL THERAPIST
cs3 h. DIALYSIS TEAM csp nn. PLASTIC SURGEON
Cco7 . DIETARY/NUTRITION SPECIALIST C35 vo. PSYCHIATRIST - ADUL;l'
Cco8 i} ENDOCRINOLOGIST - ADULT C36 pp. PSYCHIATRIST - PEDIATRIC
co9 k. ENDOCRINOLOGIST - PEDIATRIC o qq. PSYCHOLOGIST » ADULT
C1g .11 FAMILY PRAGTITIONER c38 ir.  PSYCHOLOGIST - PEDIATRIC
c1 m. GASTROENTERCLOGIST - ADULT ca3 s5s. PULMONOLOGIST - ADULT
ciz . |n. GASTROENTERGLOGIST - FEDIATRIC ces tt. PULMONOLOGIST - PEDIATRIC
Cc43 o. GENERAL SURGEON C69 ur. RESPIRATORY THERAPIST
c14 p. GENETIC® C3a l vv. RHEUMATCLOCGIST - ADULT
cts - ta. GYNECOLOGIST €40 ww. RHEUMATOLOGIST - PEDIATRIC
c17 r. HEMATOLOGIST/ONCGLOGIST - ADULT . C81 XX, SOC'!!AL WORKER
C18 8. HEMATOLOGISTIONCOLOGIST - PERIATRIC ce2 vy. SPEECH AND LANGUAGE PATHOLOGIST
[=: 12 t. INFECTIOUS DISEASE c4 zz. TRANSPLANT TEAM
€20 u. INTERNIST cs1 aaa. UROLOGIST
Cz1 v. KEPHROLOGIST - ADULT Ca9 bbb, OTHER {Descrihe}
ci2 w. NEPHROLOGIST - PEDIATRIC
c23 % NEUR(‘}LOGIST_- ADULT
cza ¥. NEUROLOGIST - PEDIATRIC
Cd4 z. MNEUROSURGEON
Cs54 2a. OCCUPATIONAL THERAPIS‘E; «ADULT
55 bb. DCCUPATIONAL THERAFIST - PEBIATRIC
£z ¢¢. OPHTHALMOLOGIST - ADULT
cz27 ) dd. OPHTHALMOLOGIST - PEDIATRIC
C57 ee. ORAL SURGEOP;I
€58 © 1 ff. OTORHINGLARYNGOLOGIST
Page 4 of 8 Pages
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PATIENT NAME

SPONSOR NAME

SPONSOR 5SN

FAMILY MEMBER PREFIX

MEDICAL SUMMARY (Confinued): To be completed by a Qualified Medical Professional

OTHER (Speciy}

| 7. ENVIRONMENTAL/ARCHITECTURAL CONSIDERATIONS
LINETED STEPS {If Yas, please explain]
COMPLETE WHEELCHAIR ACCESSIBILITY
AR CONDITIONING (if Yes, please explain)

Lo3 -WHEELCHAIR

L07 - SPLINTS, BRACES, ORTHGTICS
o4 - HEARING AIDS

Li2 - HOME OXYGEN THERAPY

L34 - HOME VENTILATOR

L98 - HOME IHALYSIS MACHINE

8. ADAPTIVE EQUIPMENT/SPECIAL MEDICAL EQUIPMENT
E03 - APNEA HOME MONITOR
113 - HOME NEBULIZER

188 - OTHER {Specify}

9. COMMENTS {Enter additional information fo describe this individual's medical neads.}

PART C - PROVIDER INFORMATION {Authorization by patient included o Page 1 of this form.)

19.a. PROVIDER PRINTED NAME OR STAMP

b. SIGNATURE

c. DATE (YYYYMMDD)

d. TELEPHONE NUMBERS (Includs Area Code}

{1) COMMERCIAL

(23 DEN (Miftary only)

{3) FAX NUMBER

T, OFFICIAL E-MAIL ADDRESS

e. MAILING ADDRESS (include ZIF Cade}

DD FORM 2792, NOV 2006
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PATIENT NAME SPONSOR NAME SPONSOR 8SN FAMILY MEMBER PREFIX

ADDENDUM 1 - ASTHMA/REACTIVE AIRWAY DISEASE SUMMARY: To be completed by a Qualified Medical Professional
1. PATIENT HAS BEEN EVALUATED OR TREATED FOR ASTHMA WITHIN THE PAST 5 YEARS.
[ Ino [ lves IF YES, CONTINUE COMPLETION OF ASTHMA ADDENDUM ITEMS 2 -6.
2. MEDICATION HISTORY
a. MEDIGATION

d. APPROXIMATE DATE

¢. FREGUENGY MEDICATION LAST USED

b. DOSAGE

3. HISTORY ASSOCIATED WITH ASTHMA ATTACKS (X a5 applicabls)
YES | NO

a. ARE THERE ANY TRIGGERS FOR THE FJRMI},Y MEMBER'S ASTHMA ATTACKS (stress, envirorment, exercise}?

DOES THE FAMILY MEMBER ROUTINELY ({greater than 10 days per month/four months per year) USE INHALED ANT-INFLAMMATORY
AGENTS ANDYOR BRONCHODILATORSE? .

. HAS THE FAMILY MEMBER TAKEN QRAL STERDIDS DURING THE PAST YEAR [prednisone, prednisolone)?

iF YES, NUMBER OF DAYS IN PAST YEAR:

b.

. HAS THE FAMILY MEMBER EVER EXPERIENCED UNCONSCIOUSNESS OR SEIZURES ASSOGIATED WITH ASTHMA ATTACKS?

. HAS THE FAMILY MEMBER REQUIRED AN URGENT VISIT TO THE ER OR CLINIC FOR ACUTE ASTHMA DURING THE PAST YEAR?
IF "YES", INDICATE THE NUMBER OF VISITS IN THE PAST YEAR; .
HAS THE FAMILY MEMBER BEEN HOSPITALIZED FOR PULMONARY DISEASE (prewrnonia, bromchilis, bronchiolifis, croup, RSV) DURING
THE PAST YEAR? IF "YES', INDICATE THE DATE(S) OF HOSPITALIZATION (YYYYMMDD):

. DOES THE FAMILY MEMBER HAVE A HISTORY OF ONE OR MORE HOSFITALIZATIONS FOR ASTHMA RELATED CONDITIONS WITHIN
THE PAST 5§ YEARST IF "YES', HOW MANY? INDICATE DATE OF LAST ADMISSION {YYYYMUDD):

. HAS THE FAMILY MEMBER REQUIRED MECHANICAL VENTILATION (Intubatior/use of respirator) DURING THE PAST 3 YEARS?

i, DOES THE PAMILY MEMBER HAVE A HISTORY GF INTENSIVE CARE ADMISSIONS?

j. HOW MANY DAYS HAS THE FANILY MEMBER MISSED SCHOOLMORKIPLAY DUE TO ASTHMA-RELATED PROBLEME {including visils to physicians]
DURING THE PAST YEAR?

4, DISRUPTION OF ACTIVITY. How often does asthma disrupt the following activities? (X as applicable)
1) ACTRITY [2)NEVERA [ {312 TIMES A 4y3-7 |{5) 8- 10 TIMES| (6} AT LEAST | {7) ATLEAST | {8) ALMOST
{ PROELEM [YEAR OR LESS|TIMES A YEAR A YEAR MONTHLY WEEKLY DAILY

a. SLEEP

b. QUIET AGTWITY

&. SOCIALIZING WITH FRIENDS

d. SCHOOL OR WORK ATTENDANCE
e

3

. QUTDOOR ACTIVITIES

. VIGOROUS/BLAY ACTIVITIES
5. SEVERITY LEVEL. What is the family member's severity level based on the clinical piciure? (Sefect one fevel of severity.

Definitions are examples of severity. Pulmonary function tests are raquired only if elinicaly indicated.}

INTERMITTENT ASTHMA. Infermittesst symptoms < 1 time par week. Brief exacerbations (from a few hours io a few days). Nighitime asthma
symptoms < 2 times a month. Asymptematic and normal lung funciion befwesn exacerbations. PEF or FEV1 > 80% predicted; variability <20%.
LD PERSISTENT ASTHMA, Symptoms > 2 times a week but < 1 fime per day. Exacerbagions may affect sleep and activity. Nightime asthma
symptems > 2 imes a month, PEF or FEV1 > 80% predicted; variabiity 20 - 30%.
. MODERATE PERSISTENT. Symptoms daily. Exacertations affect sieep and actlvity. Nighttime asthma > 1 ime a week. Daily use of inhzaleg -
short-acting B2 aganist. PEF or FEV1 > 60% and 80% predicted; variability > 30%.
SEVERE PERSISTENT. Continuous symptoms. Frequent exacerbations. Frequent nightfime asthma symptoms. Physical activities limited by asthma
symploms. PEF or FEV < 60% predicted; variability > 30%. ’
6.2, PROVIDER PRINTED NAME OR STAMP b. SIGNATURE G, DATE (¥YYYMMDD}

b,

d.

d. TELEPHONE NUMBERS (Include Area Code)} e. MAILING ADDRESS (incfude ZIP Code)

{1) COMMERZIAL {2) DSH (Milltary only)

{3} FAX NUMBER

f. OFFICIAL E-MAIL ADDRESS
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PATIENT NAME SPONSOR NAME SPONSOR SSN FAMILY MEMBER PREFIX

ADDENDUM 2 - MENTAL HEALTH SUMMARY: To be Completed by a Qualified Clinical Provider

1. PATIENT HAS CURRENT OR PAST (within #1¢ lasl & years} HISTORY OF MENTAL HEALTH DIAGNOSIS
, NG I YES IF YES, CONTINUE WITH COMPLETION OF MENTAL HEALTH ADDENDUM.
2. DIAGNOSIS(ES) Please complete as accurately as possible using ICD-9-CM or DSM V.

b, c
a SEVERITY: ch d.
T . A~ Mild AGEAT
DIAGNOSBIS {Cisrently or experienced within Iast 5 years; - B.Maodarate OR DEM
C - Severe REQUIRED DIASNOSIS

3. HISTORY OF MEDICATIONS AND THERAPIES RECEIVED OR RECOMMENDED AND FREQUENCY

4. PROGNOSIS (fnelude past compiiance with treatment programs, expectad length of treatment, required participalion of family members, and i
treaimend is ongeing.) :

5. TREATMENT PLAN {Medical, mental health, surgical procedures or therapies related to the patiant's mental kealth condjition planned over the
next three years)

§. TREATMENT NEEDS WITHIN THE NEXT YEAR {Consider increased stressors of residing in new environmeri (e.g., stressors of family
relocation, isofated posts, deployments, foreign cultures, restricted travel, separation from nuclear family, cost of living. y

NO ASSISTANCE REQIHRED l | FEWER THAN 4 CONTACTS , . | 4 OR MORE CONTACTS I J IMPATIENT SERVICES
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PATIENT NAME SPONSOR NAME | SPONSOR 88N FAMILY MEMBER PREFIX

ADDENDUM 2 - MENTAL HEALTH SUMMARY (Continved): To be Completed by a Qualified Clinical Provider

7. HISTORY
YES | NC

a. HISTORY OF SUICIDAL GESTURES/ATTEMPTS?

. HISTORY OF SUBSTANCE ASUSE/ADDICTIVE BEHAVIORS/EATING DISORDERS/OTHER COMPULSIVE BEHAVIORS?

¢, HISTORY OF PRCGBLEMS WITH LEGAL AUTHORITY? (if Yes, specify)

d. HISTORY OF PSYCHOTIC EPISODES?

. HISTORY OF SERVICES RECEIVED FOR ALLEGATIONS OF FAMILY MALTREATMENT? (If Yes, and services are delfivered by Family Advecacy,

riole case determination.}

8. OTHER COMMENTS (faclude additional information that would assist in determining necessary treatments.)

9. PROVIDERS REQUIRED TO IMPLEMENT TREATMENT PLAN
PSYCHIATRIST PSYCHOLOGIST | ] SOCIAL WORKER ’ , OTHER (Spacify}

19. PROVIDER INFORMATION {Authorization by patient included on Page 1 of this form.)
a. PRINTED MAME OR STAMP b. SIGNATURE

¢. DATE (YYYYMMDL)

¢. TELEPHONE NUMBERS (finclude Area Code} 2. MAILING ADDRESS {includa Z/P Code)}

{11 COMMERGIAL (2} DSN (Miitary only) | (3) FAX NUMBER

f. OFFICIAL E-MAIL ADDRESS

Page 8 of & Pages
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INSTRUCTIONS FOR COMPLETING DD FORM 279241,
EXCEFPTIONAL FAMILY MEMBER
SPECIAL EDUGATION/EARLY INTERVENTION SUMMARY

The DD Form 2792-1 is completed to identify a
family member with special educationalfearly
intervention needs.

SPECIAL EDUCATION/EARLY INTERVENTION
SUMMARY

DD Form 2792-1 is completed by the parents and

schootorearly-interventiorrstafi —Only-this formshould

DEMOGRAPHICS.
ltems 1 - 7 (Completed by sponsor or spouse).

ltern 1.a. Application Status (X one}.
initial Screening/Enrollment - First Exceptional Family
Member (EFM) application for the family member

noted.
Updated Information - Update o a previous EFM

evaluation for the family member noted.

Request Disenroliment - Used to disenroll a child when
hefshe no longer requires special education or early
intervention services, or when the child no longer

qualifies as a dependent.

ttem 1.b. Family Stalus. Place an "X" in the box if there
are any other family members who have been
identified as EFMs.

ltems 2.2, - k. Allitems refer to sponsor.
Self-explanatory.

item 3. Answer Yes if both spouses are on active duty;
otherwise answer No. '
If Yes, complets tems 3.a. -c.

ltern 4.a. Excepﬁohal family member name. Enter
name for the family member for whom this form will be

completed.

‘ltem 4.b. Relafionship to sponsor. (Son, daughter,
efc.)

ltem 4.¢c. Date of birth. Self-explanatory.

tem 5. Self-explanatory.

ltemn 6. Is family member enrolied in DEERS? Military
only. Self-explanatory.

- or scheool personnel. Mark (X) Yes or No for each item. If -

be provided to schoo! or early intervention staff. Do
not include medical information forms that may be
used for EFMP screening or enroliment.

ferns 1 and 2 are completed by parents. The remainder
of this form is completed by school or early intervention
staff,

item 1.a. Release of information. Sponsor name.
Self-explanatory. Completed by sponsor, spouse, or
student who has reached the age of majority.

ltem 1.b. Rank. Enter the sponsor's rank.

ltem 1.c. Sponsor SSN. Enter the sponsor's social
securily number.

ftem 1.d. Signature of sponsor, spouse, or student who
has reached the age of majority. Self-explanatory. Sign
and date before providing form to school or early
intervention program.

ltem 1.e. Date signed. Sslf-explanatory.

ltems 2.a. - e. Child information. Self-explanatory.
Completed by sponsor or spouse.

ltems 3.a. - e. EIP/School information. Completed by EIP

Yes is markad in lfems 3.b. or c., remainder of form must
be completed.

ltemns 4.a. - b. Eligibility criteria. Mark only one. {Codes
in 4.a. are for Army coding only.)

Htemn 4.c. |denfify the disability, if known. {For exampls,
blindness, autism, PDRD.)

ltem 5. Severity. Mark only one.

Item 6. Provider/scheol official information.
Self- explanatory.

DD FORM 2792-1, NOV 2008
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EXCEPTIONAL FAMILY MEMBER OMB No. 0704-0411

SPECIAL EDUCATION/EARLY INTERVENTION SUMMARY oMB fexoi
{Page 1 complefed by service member or civillan employee.) oot 3 :pg [;c;;a expires
’ . Gt 1,

{Read Insfructions before complsiing this form.}
Tne public repeding burdan for his celiection of infcrmation is astimated to averaga 25 minutes per responss, indluding the time for reviewing instrucions, searching existing dala sources, gathesing
ang maintaining the delz reeded, and compisting and reviewing tha coliection of infarmation. Send comments regarding this burden estimate or any olher aspect of thig eoitaction of inforation,
ineluding suggastions for reducing the burden, to the Department of Defense, Executive Services Direcdorate (0704-0411}. Respondents should be aware that notwithstanding any olfter provision: of
law, no person shall be subject to any penalty for falling to comply with a cofiaction of informstion I it does ot display a cwrantly valid GMB contrel number.

PLEASE DO NOT RETURN YOUR FORM T0O THE ABOVE ORGANIZATION.
- PRIVACY ACT STATEMENT

AUTHORITY: 10 USC 3013, 5013, and 8013; 20 USC 921 - 932; and EQ 8397,

PRINGIPAL PURPOSE{S): To cobtain information needed to evaluate and document the special education needs of: {1} Family
members of all service members and (2) Family members of civilian employses processing for an assignment to 2 location outside
the United States where family member travel is authorized at Government expense.

ROUTINE USE(S): None.

DISCLOSURE: Voluntary for civilian employees and applicants for civilian employment; failure to respond will preclude identification
of educational needs and the successful processing of an application for family travelfcommand sponsorship. Mandatory for military
personnel; failure or refusal fo provids the information or providing false information may result in administrative sanctions or
punishment under either Article 92 (dereliction of duiy) or Article 107 (false officlal statement), Uniform Code of Military Justice.

DEMOGRAPHICS
1.a. APPLICATION STATUS (X ong) b. FAMILY STATUS
IMITIAL SCREENING/ ADDITIONAL FAMILY MEMBERS
ENROLLMENT UPCATED INFORMATION REQUEST DISENROLLMENT IDENTIFIED WITH SPECIAL NEEDS
2. IDENTIFICATION :
a. SPONSOR NAME {Last, First, Middle Inftial} b. 55N ¢. RANKOR GRADE

. BRANCH OF SERVICE {Miitary onfy) e, DESIGNATION/NEC/MOSIAFSC (Miitary only}

1. HOME ADDRESS (Street, Apartment Numker, City, State, ZIP Cade) 9. DUTY STATION ADDRESS

h. OFFICIAL E-MAL ADDRESS

i. HOME TELEPHONE NUMBER J. FAX NUMBER k. DUTY TELEPHONE NUMBER finclude Area Code)
(irciude Area Cods) {(Inciude Area Code} {1) COMMERCIAL {2} DSN
3. ARE BQOTH SPOQUSES ON ACTIVE DUTY'? (X ane. If Yes, answer YES NO NiA
a., b., and . below) {Military only)
b. RANK/RATE c. SSN

a. SPOUSE'S NAME {Last, First, Middle Initial}

4.a. EXCEPTIONAL FAMILY MEMBER NAME {Last, First, Middle initiai} b. RELATIONSHIP TC SPONSOR c. DATE OF BIRTH YYYYMMDD)

5. DOES FAMILY MEMBER RESIDE WiTH SPONSOR (X ons}

YES

N0  IF NO, PROVIDE ADDRESS OF FAMILY MEMBER (include ZIP Code] AND EXPLAINWHY.

6, 1S FAMIELY MEMBER ENROLLED IN DEERS {Military only} (X ong)

FAMILY MEMBER PREFIX

YES NGO IF YES, UNDER WHAT SSN:

DD FORM 2792-1, NOV 2006
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SPECIAL EDUCATICN/EARLY INTERVENTION SUMMARY

NOTE TO PERSONNEL COMPLETING THIS FORM:
itis jmpartant fo the military and {o the family that the family be assfgned o a location that can meet the child's educational neads. Pleass iaks care

in compieting tha requasted information. (Attach a copy of the ohifd's most recent active Individualized Family Service Plan (IFSP) or Individualized

Education Program (fEP) fo this page.}
1. RELEASE OF INFORMATION {To be completed by sporisor, spouse, or studeni who has reached the age of majorily)

1 hereby autharize the refease of information or the DD Form 2792-1 and in the aftached reports to personnel of the Miliary Departments. This
Information will be used only to evaluate and document my family member's nead for early intervention or spacial education services for the purposa of

assignment/coordination of my next assignmeant.
a. NAME OF SPONSOR b. RANK z. SSN d. SIGNATURE OF SPONSOR, SPOUSE, OR STUDENT ¢, DATE
WHO HAS REACHED THE AGE OF MAJORITY {YYYYMMDD)

2. DEPENDENT CHILD INFORMATION (To be complefed by sponsor or spouse}

a. NAME OF CHILD ¢t ast, First, Middle /nitial} b. CURRENT GRADE LEVEL |c. DATE OF BIRTH d. AGE (Yeara/months) e. SEX (X one)
{If sehocl aga} {YYYYMNMDD) MALE
FEMALE

3. EARLY INTERVENTION PRCGRAM (EIPYSCHOOL INFORMATION (7o be campieted by representative of EIP or school}

YES § NO
: a. 1S THE CHILD CURRENTLY BEING EVALUATED FOR SPECIAL EDUCATION OR EARLY INTERVENTION SERVICES?

DOES THIS CHILD RECEIVE EARLY INTERVENTION SERVICES UNDER A CURRENT INDIVIDUALIZED FAMILY SERVICES BLAN {IFSP)?
IF YES, DATE OF NEXT ANNUAL REVIEW: ATTACH CURRENT IFSP.
DOES THIS CHILD RECEIVE SPECIAL EDUCATION SERVICES UNDER A CURRENT INDWVIDUALIZED EDUCATION PROGRAM (IEP)?

IF YES, DATE OF NEXT ANNUAL REVIEW: ATTACH CURRENT IEP.

b

d. 1S THE CHILD RECEIVING SERVICES UNDER A SECTION 504 PLAN?

. IS THE CHILD BEING "HOME-SCHOOLED*®? iF YES, SPECIFY PROGRAM, IF KNOWN:

iF YOU ANSWERED "YES™ to quesfions 3.b. or 3.c., complete liems 4, 5, and 6. Sign and reiurﬁ o sponsor.
IF YOU ANSWERED *NO" fo questions 3.a. through d., DO NOT complete ltems 4 and 5, but complete Section 6. Sign and rstum fo sponsor.

4. ELIGIBILITY CRITERIA {indlcate the eligibilify criteria under which the child is eligible for Early Infervention or Special Education.)
a. IF THE GHILE 15 FROM 3 TO 21 YEARS OF AGE:

[ | No4 MENTAL RETARDATION

[ 1np9 communcaTioN MPAIRED

May AUTISTIC

NO01 DEAF | ARTICULATION MILD/MODERATE

N@2 BEND DYSFLUENGY MODERATEISEVERE

N13 DEAF/GLIND VOICE SEVEREPROFOUND

NT1 VISUALLY RMPAIRED | LANGUAGE/FHONOLDGY N2 SPECIFIC LEARNING DISABILITY
NO3 HEARING IMPAIRED NOS TRAUMATIC BRAIN INJURY N10 EMOTIONALLY IMPAIRED

N14 PERVASIVE DEVELOPMENTAL NO% ORTHOPEDICALLY IMPAIRED N16 BEHAVIORAL/ICONDUCT DISORDER

N15 DEVELOPMENTAL RDELAY

NOB OTHER HEALTH IMPAIRED {Specify)
b. IF THE CHILD IS FROM BIRTH TO 3 YEARS OLD:

c. DISABILITY (identify ¥ known, a.g.. blindness}

HIGH PROBABILITY FCR
DEVELOPMENTAL DELAY DEVELOPMENTAL DELAY
5. SEVERITY OF THE DISABILITY
MILD MODERATE SEVERE PROFOUND

6. PROVIDERISCHOOL OFFICIAL INFORMATION
a. NAME OF INDIVIDUAL COMPLETING THIS SECTION b. TITLE
{Last Nams, First Name)

¢. TELEPHONE NUMBER] d. FAX NUMBER
(Include ares code) (inchude area cade)

e. NAME OF SCHODL/EARLY INTERVENTION PROGRAM f ABDRESS (inciude ZIP Cods)

g. SCHOOL DISTRICT

h. E-MAIL ADDRESS i SIGNATURE j. DATE SIGNED
: (YYYYMMDD)
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EXCEPTIONAL FAMILY MEMBER PROGRAM (EFMP) QUERYING SHEET
For use of this form, see AR B08-75; the propanent agency is ACSiM.

PRIVACY ACT STATEMENT
5 USC Section 301, Departmental Reguiations; 10 USC1071-1085; 10 USC Section 3013, Secretary of the

AUTHORITY:
i Army; and Ammy Regulation 608-75, EFMP.

PRINCIPAL PURPOSE:  Toidentify soldiers that have family members for enroliment irs e EFMP.

ROUTINE USES: To federal, state, and local medical agendes in onder to provide an excepticnal family member with medical
treatment when the Department of the Ammy deas not have a suitable treatment facility.

BDISCLOSURE: Disclosure of the requested information is mandatory. Failure to provide the inforrmation may result in discplinary
and/ot administrative action. Additionally, failure b provide lhe information may result in an EFM not receiving

nacessary medical care.

1. NAME OF SOLDIER 2. RANK

3. UNIT

4a. HOME ADDRESS b, HOME PHONE NUMBER

5a, DUTY ADDRESS b. BUTY PHONE NUMBER

¢. FAX NUMBER

d, EMAIL ADDRESS

8. Do you have a family member (child or adulf) with a physical, emotional,
developmental, or intellectual discrder that requires special treatment, therapy,
education; fraining, counsaling, equipment, assistance or medical care above the level D YES :f NO

of a general practitioner?

7. lf the answer to the above question is yes, is the family member enrolied in EFMP? D YEs :] NO

8. The EFMP works with the other military and civilian agencies {o provide comprehensive, coordinated
community support, educational, housing, personnel, and medical services to families with speciai needs.
Enroliment in EFMP is mandatory and benefits the family by considering medical and special education needs
in the miltary personnel assignment process. Medical needs are considered in the worldwide assignment
process whereas special education needs are only considered in overseas assignments.

9. The above information is frue and correct to the best of my knowledge.

a. SIGNATURE OF SOLDIER b. DATE SIGNED {YYYYMMDD)

DA FORM 7415, JUN 2009 PREVIOUS EDITIONS ARE OBSOLETE. APD PEv1.00ES




 PCS Advan e'Requesf Fegm
(Privacy Act: Autherity: AR 37186, chapter § Purpose: Ta obtai mj‘azmamm about individual’s travel, Uses: Poxiing information to IATS DD 1588/Compurarion of
edvanes iravel, Discloswre: Maudatorys Will be deaied pryorens I Mitliee ta provide information reguesied,
For prompt paymeni of your advance please complete this form at least ten working dgys prior to slgn oul date. Al trave! advances
are puid @ BO% with the money being girect deposiied Into your current military pay account approximately five days prior to your
siengutdate. There are NQ cash or check payments,
Name: _ SSN: Sign Ont Date;

Rank: Present Unit: Daytime Phene #:

Leave or home of record address: Street
{No local or unit addresses, please) City, ST, Zip
{(NOTE: Piease, no foreign address)
Spouse’s name . _ Date of Marriage Is Spouse Military
Please list NAME and Date of Birth (day, month, year) of children traveling with you:
NAME 110} NAME DoOB -

NAME 7 DOB NAME DOB
NAME DOB_ NAME DOB

PLEASE, READ AND COMPLETE ONLY SPACES THAT IS APPLICABLE TG YOUR PCS MOVE ,

1.) Are you requesting an advance for yeur travel

Is any of your travel going fo be by POV? ,
If yes, then POV travel is from (City,ST) To{City, 8T)

I traveling to overseas or traveling by other than POV fravel:
Are you buying your own ticket Cost § or are your tickets being issued to you
Ticket you purchased is from(City, ST} , To(City, ST, Country)
Issued tickets are from (City, 8T) ' To (City, 8t or Country

2) Are your dependents relocating? What date?

Are you requesting an advance for your dependent travel
-Is any of their travel hy POV If yes, namber of POVs used for this PCS move

Their POY travel is from (City, ST) To(City,ST)
If dependents are traveling to overseas or are traveling by other than POV iravel: ‘
Are you buying your dependents tickets Cost § _or are they being issued to you
Tickets you puchased are from{City, ST) te{City ST or Country)
" issued tickets are fram (City, ST) to (City, St or Country

3) Are you requesting an advancg for Dislocation Aliowance (DLA)

{Ne advance DLA authorized, for married soldier w/deterred travel for dependents or if your family will not refocate within 60 days,
Ko advance DLA will be given for single service members E-6 and belew who will_pot be residing off past at the new daty station.
Service Members must have 2 Statement of Non-Availability from housing office af gaining station to reside off post. §

4.) Are you requesting advance for a DITY move (Needs DD Form 2278) '

5.) TDY(enrcute) Lodging daily cost ___ Meals Govt. Comm

Soldier’s Signature DATE

Finance Clerk Signature DATE




ADVANCE PAY. CERTIEICATION/AUTHORIZATION

= Prvacy Act Statement

AUTHORITY: 37 U.5.C. 1006 et seq; E.O. 9397 Nevermbsr 1943 (SSN),
PRINCIPAL PURPDSES: To documani a member's request for, and subsequent authorizafion of, an advance of pay lo meel extraordinary expenses
incident o a FCS move. I is also used to inform the member of the purposes and reskricfions of such advances, and lo
establish repayment schedules.
ROUTINE USES: Information collectad on this form becomes part of the Joint Uniform Military Pay System (JUMPS), and Reserve component pay

systems and is subject to all of the routine disclosures which are more fully described in Service regulations. Routine recipients
- of JUMPS disclosures include, but are not limited to, Red Cross, State and local government for fax and weifare purpeses.

DISCLOSURE: - Voluntary; however, faillire fo provide the SSN will result in denial of payment since it 1s used to ideniify you for pay purposes.
PART I, REQUEST
1. NAME (Last, First, Middle Initial} 2. SQCIAL SECURITY NO. 3. GRADE
4. FREQUEST: ) 5. 1 REQUEST A REPAYMENT SCHEDULE OF: |8. } REQUEST PAYMENT OF THE ADVANCE PAY:
a. ONE MONTH ADVANCE PAY (See Poficy Guidance on a. 12 MONTHAS OR LESS (Spscify mumber of maiths) . WITHIN 30 DAYS OF PCS (JR 60 DAYS AFTER
reversa,) REFORTING TO MY NEXT PDS.
b. MORE THAN 7 MONTH BUT LESS THAN 3 MONTES b 78 24 MONTHS (Farts ”;'ug%!/gf“* be complated b. 31 60 DAYS BEFORE MY PCS (Parts I and V must by
'EAS?(‘;‘ f::; li_ss DEDUCTIONS (Parts # and V must be ragardiess o bay gras, oL s;g:ég;";f)s"”e = completed,) .
complsted) (Specily amaunt} ‘ (Specify number of months) ¢ §1- 180 DAYS AFTER ARRIVAL AT MY PRS (Parts if and
$ V miust be compielsd.)
PART H. CERTIFICATION OF EXPENSES fdctual or Anticipated) (Continue in ltem 23 on reverse if necessary.)
7, EXPENSE 8. AMOUNT 10. EXPLANATION OF THE CIRCUMSTANCES WHERE GREATER-
" THAN-NORMAL EXPENSES MIGHT BE INCURRED OR
a- $ CIRCUMSTANCES REQUIRING AN EARLY OR LATE PAYMENT
b. . % OF ADVANCE PAY (Lp to 20 days before and 180 days after].
c. 3 : : : ) T -
d. $
2, b
f, . $
. TOTAL- & 0.00

PART lIl. JUSTIFICATION FOR MORE THAN 12 MONTHS PAYBACK
{fustification must demenstrate that severe hardship wouid result if the advance is paid back in T2 months}

T2, ST SPECIFICS OF YOUR FINANCIAL SITUATION, INGLUDING OUTS TANDING DEBIS AND MONTHLY =

11. NO. OF DEPENDENTS
PAYMENT AMOUNTS THAT INDICATE A SEVERE HARDSHIP JN REPAYING THE ADVANCE IN THE NORMAL
12-MONTH TIME PERIOD (Continue in fterm 23 on reverse if necessary.) )

PART /. MEMBER CERTIFICATION
g a false claim/statement is 8 maximurn of 70,000 or maximum imprisonment of five years, or both l{U. s ) '

Penalty: The penalty for willfully makin
Code, Titlz 18, Section 287},

If | am separated prior to my ETS, | consent to withholding from current pay, final pay, or any other money due me to satisfy this indebtedness. 1f
further consent to such withhelding at a rate sufficient to satisfy this indebtedness no Tater than my separation, and understand that this could result
in the withholding of 100% of any current pay, final pay, or other money due me, _ - .

| have read and understood the palisy an adyance pay Incident to a PCS contained on the reverse of this form. | herely certifly that the interded use
of thesa funds meets the stated purpose. | have attached one copy of my PCS orders or assignment notification. ) _
14. DATE (Y VMMDD)

{13. SIGNATURE

PART V. APPROVAL OF MEMBER'S COMMANDER

15, { HEREBY APPROVE THIS REQUEST FOR 16. WITH LIQUIDATION OVER:| 17. AND PAYMENT OF THIS ADVANCE: -
ADVANCE PAY OF: ' ‘2. 12 MONTHS OR LESS [Specify a. WITHIN 30 DAYS OF PCS OR €0 BAYS AFTER REPORTING AT PO
= ONE MONTH BASIC PAY LESS DEDUCTIONS pumer of morths) b. NOT PRIOR TO {etatel WHICH 1S
b. AN AMOUNT SPECIFIED NOT TO EXCEED 3 MONTHS BASIC PAY LESS b, 13 - 24 MONTHS (Specify 31 - 90 DAYS BEFORE PCS
DEDUCTIONS {Specify amount)  $ ’ number of months) 2. 61 - 180 DAYS AFTER REPORTING 7O NEW PDS
18. APPROVING OFFICIAL NAME (ast, First, Middle 19. SIGNATURE OF OFFICIAL
Initial}
=5 TTLE 57 CRADE 22. DATE {Y YMMDO)

DD Form 256G, MAR 80




23, REMARKS

FPOLICY GUIDANCE

The purpose of an advance of pay incident to PC5 Is to provide a Servicemember with funds 1o meet the -
extraordinary expenses of a Government-ordered relccation, per DODPM Part 4. .

An advance of pay shall not be authorized for the specific out-of-pocket expenses covered by advances of
other pays and entitlements if such advances are used. The Servicemember may be authorized an advance of pay
to the extent that incurred or anticipated expenses exceed those covered by the following advances of

reimbursements, or are outside the scope of those entitfements:
a. Overseas station housing aliowance;

b. Servicemember andfor dependent travel allowances and per diem;

¢. Dislocation allowance;
d. Basic allowance for quarters and/or variable housing allowance.

An advance of pay for a PCS move in the same geographic area of a Servicemember's prior duty station, or
place from which ordered to active duty, is only autharized when the Servicemember moves his/her household
effects at Government expense. Proof of HHG shipment is required before advance pay for PCS moves in the same

" geographic area is paid.

An advance is not intended to provide funds for such items as investments, vacations, of the purchase of
consumer goods that are not the result of direct expenses resulting from the Servicemember’s PCS orders. Except
under extracrdinary conditions, an advarnce pay must be repaid before an advance for a subsequent PCS may be

paid.

Servicemembers should consult appropriate Service regulations concerning grade levels requiring Command-
er's approval of a PCS advance that does not exceed 1 month’s pay.

AIR FORCE MEMBERS ONLY: E4/SRA and befow must have Commander's approval for all PCS advance pay

payments.

DD Form 2560 Reverse, MAR S0




TDY OPTION STATEMENT
You are authorized two TDY options if you meet the following inclusive cnteria:

a) directed to TDY schooling in conjunction with the PCS assionment: and

b} authorized moveinent of Familv Members at government expense to vour gaining

duty station: and
¢) if vour Family Members will accompany vou to vour ¢aining duty station;

SOLDIER OPTIONS:
1. TDY ENROUTE: Depart the losing permanent duty station (PDS), travel to and attend

training, travel to and report in to the new PDS. (AVAILABLE FOR CONUS TO

CONUS AND OVERSEAS ASSIGNMENTS.)
TDY & RETURN: Travel to and attend training, return to the old PDS, then repost to the
new PDS by the assigned report date. (AVAILABLE FOR CONUS TG CONUS AND

OVERSEAS ASSIGNMENTS.)

[

T HAVE READ AND UNDERSTAND THE TDY OPTIONS AVAILABLE TOME. 1
UNDERSTAND THAT THIS DECISTON IS FINAL. AMENDMENTS Will NOT BE
MADE TO THIS ORDER UNLESS CIRCUMSTANCES ARE BEYOND MY CONTROL.
MY CHOICEISTDY OPTION# __ . ( ) (INITIAL BESIDE YOUR CHOICE)

FAMILY MEMBER CPTIONS (CIRCLE ONE):
1. Elect that Family Members currently residing in Government quarters be permitted to

remain in Government quarters unti! completion of TDY period. (AVAILABLE FOR
CONUS TO CONUS AND CONUS TO OVERSEAS PCS MOVEMENTS.)

2. Flect to move Family Members to new CONUS duty station prior to reporting to the

TDY station. (AVAILABLE FOR CONUS TO CONUS AND OVERSEAS TO

CONUS PCS MOVEMENTS.)

Elect to return to present duty station upon completion of TDY to move Family

Members, who currently live on the ocal economy (CONUS), to the new duty station.

{AVAILABLE FOR CONUS TO CONUS AND CONUS TO OVERSEAS PCS

MOVEMENTS.)

4. Elect to clear current permanent station prior to departure for TDY station; and have
Family Members, at personal expense, accompany Soldier to TDY station or travel to
some other location. (AVAILABLE FOR CONUS TO CONUS, CONUS TO
OVERSEAS, AND GVERSEAS TO CONUS PCS MOVEMENTS.)

U2

TRANSPORTATION OPTIONS (CIRCLE ONE):
1. Drive POV
2. Government Transportation

GOVERNMENT TRAVEL CARD HOLDER: YES NO

PRINT NAME:

SIGN/DATE:

SIGNATURE DATE




FAMILY MEMBER OVERSEAS SCREENING

PHYSICAL EXAM LETTER
To Whom It May Concern:
1 have examined , the family
member of _ SSN : and

can verify the family member’s medical and educationa] status,

1 The above named famﬂy member is haaltﬁy and will only require acnic or routine
health care. He/she has had no mental health diagnosis/ireatment within the past §
years as well as requires no special education services.

3 The ahove namied family member has @ chronic medics] condition, physical
disability, or menta] health condition, e.g. blindness, astlima, ADHD/ADD. The
active duty sponsor needs to be enrolled into the Exceptional Family Mamber
Program, (Please attach a copy of a physical Bsting all diagnosis asd medication for ail
conditions requiring enrollment)

1 The sbove named family member requires special ednoation services and is carrently
on an active Individaal Education Plan or an Individealized Femily Service Plan. The
active duty sponsor needs to be enrolled into the Exceptional Family Member
Program. (Please atach a copy of the currert IEP/AFSP provided by the schaol or early

- - Sndervention program}

Signature

Print Name

Medical License No,

Date

M 4 o 1 4 A e




AUTHORIZED FOR LOCAL REPRODUCTION

MEDICAL RECORD PHYSICAL EXAMINATION
WEIGHT TEMPERATURE PULSE ~_ |BLOCD PRESSURE

DATE OF EXAM HEIGHT

AVERAGE MAXIMUM FRESENT

INSTRUCTIONS - Describe {1) Genersl Appearance and Menlal Status; (2) Head and Neck (General); (3) Eyes; (4)- Ears; {5) Nesg; (6) Meuth; (7) Throat; (8) Testh; (8) Chest
(General); (10) Breast; (11) Lungs; {12) Cardicvascular; {13} Abcomen; {14} Hernia; (13} Genitalia; (18) Pehvis; {17) Rectal; (18) Prostate; (19) Back: (20) Extremities; (21)

Neurological; (22) Skin;- (23) Lymphatica.

{Continue on reverse side}

RELATIONSHIP TO SPONSOR 7 T SPONSOR'S NAME SPONSOR'S 1) NUWEER
LAST FIRST W |(SSN or Oihery
CEPARTJSERVICE FIOSPTTAL OR MEDICAL PACATTY RECCRDS MAINTAINED AT
REGISTER NO. WARD NO.

PATIENT'S IDENTIFICATION: (For fyped or wiilten entries, give: Nama - last, first, middie;
i {[¥ Nio or 88N 8ex; Date of Birth; Rank/Grade)

PHYSICAL EXAMINATIOM
Medical Regord

STANDARD FORM 508 (REV. 2-59)
Prescribed by GSAACMR FPMR (41 CFR} 101-11.203()( 10}




LAST NAME . FIRST NAME MIDDLE INITIAL (1D NUMBER

PHYSICAL EXAMINATION

INITIAL
IMPRESSION

SIGNATURE OF PHYSICIAN ’ NAME OF PHYSICIAN

STANDARD FORM 506 (REV. 2-89) BACK




FAMILY MEMBER’S VERIFICATION

DATE:

Soldier/Seldier’s spouse has full legal custody of the following named family members;

Name: DOB: ‘
Name: DOB:
Name: DOB:
Name: DOB:
Name: DOB:
Name: DOB:
Name (Print):
Signature:
NOTE: :

A soldier who has step-children, divorced with children who reside with the natural
mother/father or sole parent(s) must have full legal custody of family member(s) for
family travel. Soldier having Iegal documentation stating custody settlement, a copy of
the document(s) is/are required. If there are no legal documents awarding custody, the

family member’s verification form is required.




INSTRLUCTIONS FOR COMPLETING DD FORM 2792,
EXCEPTICNAL FAMILY MEMBER MEDICAL SUMMARY.

GENERAL.

The DD Form 2792 and aftached addenda are
completed to identify a family member with special medical
needs.
Theadderdatothemedical sommary arecompleted ——
only if noted in Kem 8 of the Demographics/Certification

section (p.2}. s

The Exceptional Family Member Program (EFMPY
Special Needs Identification and Clearance (SNIAC)
Screening Coordinator and the Pareni/Guardian or Person
of Majority Age sign ltems 6b and 9b only after all addenda
have basen completed and the form reviewed for
completeness and accuracy.

AUTHORIZATION FOR DISCLOSURE (Page 1).

Health Insurance Portability and Accountability Act
{HIPAA) Requirement.
Each adult family member must sign forthe release of
“histher own medical information. The SPONSOr OF Spouse
cannct authorize the release of information for those
dependent family members who have reached the age of
‘majority. Pledse consult with your military freatient
facility {MTF) or dental freatment facility (DTF)}
privacy/HIPAA coordinator about questions regarding
authorizations for disclosure.

DEMOGRAPHICS/CERTIFICATION (Page 2).

ltems 1 - 5 (Completed by Parent/Guardian or family
‘membear who has reached the age of majority).

llem 1:a. Exceptional Family Member (EFM). Name of
family member described in subsequent pages.

ltem 1.b. Applies to Military medical benefictary only. The
Family Member Prefix s assigned when a family member
is enrolled in DEERS (see lem 4 below).

llems 1.c. - d. Self-explanatory.

ltems 2.a. - k. Alliterns refer to sponsor. Seif-
explanatory.

Item 3.a. Answer Yes if both spouses are an active duty;

olherwise answer No.
If Yes, complete ftems 3.b. - e. All items refer to active

duty spouse. Self-explanatory.

——sponsor, therrenter the address wherethe family member dues

ltern 4. DEERS eniollment. If Yes, enter Social Securify
Number and family member prefix for the DEERS enroliment.

Mifitary only.

ltem 5. Self-explanatory. If family member does not five with

five and explain why the family member does not live with
sponsar.

ltem 6.a. - c. Parent/Guardian or Person of Majority Age.
Parent/guardian or person of majority age certifies that the
information coniained in the DD 2792 is commect. Individual
must ensure that all forms are compieted and atfached

before signing.

ltern 7. Application Status {X one).
Initial Screening Enroilment - First review of medical information

for the family member noled.

Updated Infermation - Update to a previous EFM svaluation for
the family member noted.

Request Disenroliment - Used fo disenroll an EFM when hefshe
no longer has the medical condition that required enroliment, or
when the EFM no longer qualifies as a dependent.

ltem 7.b. Additional Family Member. X if there is another family -
member who has been identified as an EFM.

ltem 7.¢. Indicate the number of other family members wha have
been identified as an EFM. Do not include the individual
named in this application in the count of family members.

ltem 8. Required Addenda. (Completed by provider and/or
EFMP/SNIAG Screening Coordinator) Place an X nextto each
addendum that requires completion based on a review of
medical records andfor screening of a family member. At this
time, also mark the appropriate response {Yes or No) at the
top of each addendum,

ftems 8.a. - e. EFMP/SNIAC Screening Coordinator name,
signature, date, MTF address, telephone number. Self-
explanatory. Coordinator must ensure that all forms are

camplete and attached bafore signing.

Item 8.f. This area is reserved for Service-specific guidance o
validate the form.

DD FORM 2732 INSTRUCTIONS, NCV 2006
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